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when used in combination, especially in the preven-
tion of neurologic injury. However, further studies
with a large number of patients are warranted to eluci-
date the exact correlation between single and multiple
techniques of preserving organ function and improv-
ing the postoperative course so that reduction of mor-
tality and morbidity may be realistically considered.
Addendum
From January to March 1999, another 2 patients with rup-
tured TAAA were admitted to our surgical unit. The first had
a type IV aneurysm with a diameter of 9.5 cm (measured by
computed tomography, which also revealed an anterolateral
rupture); the patient died before the operation of hemorrhag-
ic shock and consequently intractable cardiac arrest. The sec-
ond patient had a type I aneurysm with a maximum diameter
of 12 cm and with a large posterior aortic laceration (intraop-
erative view). This patient had 3 cardiac arrests before the
operation and was operated on in a state of severe hypoten-
sion (systolic blood pressure of 50 mm Hg). The entire
descending aorta was replaced. After 7 days the patient died
of multiorgan failure. 
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Commentary
In this series of 19 patients who underwent an emer-
gency operation for thoracoabdominal aneurysm,
42.1% died, one third became paraplegic, and almost
one half had acute renal failure. Clearly, surgery in this
critically ill group of patients carries high risks. The
role of various adjuncts to prevent these complications
is difficult to evaluate in the experience reported
because of the small numbers of patients, the hetero-
geneity of the extent of aneurysms, and the varying
clinical presentations of the patients. As occurred in
this experience, some patients, even with a true rupture
that is contained, will be in hemodynamically stable
condition for a while and can be treated with surgical
adjuncts in a manner similar to patients having elective
The Journal of Thoracic and
Cardiovascular Surgery
Volume 118, Number 3
Mastroroberto and Chello   481
operations. However, in the case of hypotension or free
rupture, consideration should be given to performance
of the simplest, most rapid operation possible. Rapid
control of the proximal aorta followed by expeditious
restoration of visceral and lower limb blood flow from
a short clamp time should be the priority in these
patients. “Nonsurgical” problems such as hypothermia,
metabolic acidosis, and coagulopathy can easily
assume overwhelming importance in these patients,
despite the technical success of the operation. Referral
of theses patients before rupture of these aneurysms
requires ongoing education of the medical community
as to the benefits and relative safety of elective opera-
tions compared with operations after rupture has
occurred. The patient with a ruptured thoracoabdomi-
nal aneurysm represents an extreme surgical challenge,
and the authors are to be commended for their efforts to
improve the care of these critically ill patients.
Gerald M. Lawrie, MD
Houston, Texas
12/1/101331
482 Mastroroberto and Chello The Journal of Thoracic and
Cardiovascular Surgery
September 1999
Don’t miss a single issue of the journal!  To ensure prompt service when you change your address, please pho-
tocopy and complete the form below. 
Please send your change of address notification at least six weeks before your move to ensure continued service.
We regret we cannot guarantee replacement of issues missed due to late notification.
JOURNAL TITLE:
Fill in the title of the journal here.
OLD ADDRESS:
Affix the address label from a recent issue of the journal here.
NEW ADDRESS:




COPY AND MAIL THIS FORM TO: OR FAX TO: OR PHONE:
Periodical Subscription Services 314-432-1158 1-800-453-4351
Mosby, Inc. Outside the U.S., call
11830 Westline Industrial Dr. 314-453-4351
St. Louis, MO  63146-3318
Send us your new address at least six weeks aheadO N THE MOVE?
